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Centers  for  Medicare  &  Medicaid  Services  
National  Train‐the‐Trainer  Workshops  

Instructor  Information  Sheet  
Module  2:  Your  Medicare  Rights  and  Protections  

Module  Description  
Module  2‐Your  Medicare  Rights  and  Protections  explains  the  rights  and  protections  afforded  to  people  enrolled  in  Original  
Medicare,  Medicare  health  plans  (such  as  a  Medicare  Advantage  Plans),  Medicare  Prescription  Drug  Plans,  and  other  
Medicare  health  plans  (such  as  a  Medicare  Cost  Plan  or  Program  of  All‐Inclusive  Care  for  the  Elderly).   This  module  also  
describes  appeals  processes  and  timeframes.  
 
The  materials—up‐to‐date  and  ready‐to‐use—are  designed  for  information  givers/trainers  that  are  familiar  with  the  
Medicare  program,  and  would  like  to  have  prepared  information  for  their  presentations.   Where  applicable,  updates  from  
recent  legislation  are  included.   
 
The  following  sections  are  included  in  this  module:  

Slides Topics 
2 Session Objectives 

4‐12 Overview of Your Rights & Protections 
13‐27 Your Rights in Original Medicare 
28‐34 Your Rights in MA Plans & Other Plans 
35‐52 Rights in Medicare Prescription Drug Plans 
53‐56 Your Rights in Other Settings 
57‐64 Medicare Privacy Practices 
65‐70 Information Sources 

Objectives 
 Explain Medicare rights and protections 
 Understand Medicare privacy practices 
 Find more information and resources 

Target Audience 
This module is designed for presentation to trainers and other information givers. It is suitable for presentation to groups of 
beneficiaries. 

Learning Activities 
This module contains 4 interactive learning questions, scenarios and case studies designed to prompt discussion and give 
participants the opportunity to apply the module concepts in a real‐world setting. 

Handouts 
Slides 18, 32, and 46 are provided as full page handouts in the Appendix of this workbook. You may want to refer to these 
during your training if you provide copies of the workbooks to attendees. You may also wish to make copies of the handouts 
and distribute them as learning aids. 

Time Considerations 
The module consists of 70 PowerPoint slides with corresponding speaker’s notes. It can be presented in 1 hour. Allow 
approximately 30 more minutes for discussion, questions and answers. 

References 
 Your Medicare Rights and Protections, CMS Product No. 10112 available at medicare.gov/ 

Publications/Pubs/pdf/10112.pdf. 

Instructor Information Sheet for Module 2 – Medicare Rights & Protections ‐ 2011 

http:medicare.gov
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Module 2 Medicare Rights and Protections explains the rights and protections afforded to you 
whether you are enrolled in Original Medicare, a Medicare Advantage Plan (like an HMO or PPO), 
other Medicare health plan (like a Medicare Cost Plan or Program of All‐Inclusive Care for the 
Elderly), or Medicare Prescription Drug Plan. 

This symbol is used in this presentation to highlight changes based on the Affordable 
Care Act. 

This training module was developed and approved by the Centers for Medicare & Medicaid Services 
(CMS), the Federal agency that administers Medicare and Medicaid. The information in this module 
was correct as of April 2011. To check for an updated version of this training module, visit 
cms.gov/NationalMedicareTrainingProgram/TL/list.asp on the Web. To check for updates regarding 
Affordable Care Act, visit www.healthcare.gov. 

This set of National Medicare Training Program materials is not a legal document. The official 
Medicare program provisions are contained in the relevant laws, regulations, and rulings. 
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This  session  will  ensure  you  can 

 Recognize  Medicare  rights  and  protections 

 Explain  Medicare  privacy  practices 

 Find  more  information  and  resources 
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This module  includes  lessons  on 

1.   Overview  of  Your  Medicare  Rights  and  Protections 

2. Rights  in  Original  Medicare 

3. Rights  in  Medicare  Advantage  Plans and  Other  Medicare  Plans 

4. Rights  in  Medicare  Prescription  Drug  Plans 

5. Rights  in  Other  Settings 

6. Medicare  Privacy  Practices 

7. Information  Sources  for  Medicare  Rights  and  Protections 
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                 This is an overview of your Medicare rights and protections. 
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 No  matter  how  you  get  your Medicare,  you  have  certain  rights  and  protections  
designed  to 

– Protect yo u  when  you  get  health  care 

– Make sur e  you  get  the  health  care  services  that  the  law  says  you  can  get 

– Protect yo u  against  unethical  practices  

– Protect yo ur  privacy  
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 All people with Medicare have the right  to 

– Be tr eated  with  dignity  and  respect  at  all  times 

– Be pr otected  from  discrimination 

• Discrimination is  against  the  law.  Every  company  or  agency  that  works  
with  Medicare  must  obey  the  law,  and  can’t  treat  you  differently  because  
of  your  race,  color,  national  origin,  disability,  age,  religion,  or  sex  (generally  
limited  to  complaints  of  discrimination  filed  against  providers  of  health  
and  social  services  who  receive  Federal  financial  assistance). 

If  you  think  you  haven’t  been  treated  fairly  for  any  of  these  
reasons,  call the  Department  of  Health  and  Human  Services,  
Office  for  Civil  Rights   at  1‐800‐368‐1019,  or  visit  
hhs.gov/ocr.  TTY  users  should  call  1‐800‐537‐7697. 

6 



 All people with Medicare have the  right  to 

– Have yo ur  personal  and  health  information  kept  private. 

• To  learn  more  about  this  right 

If  you  have  Original  Medicare,  see  the  “Notice  of  Privacy  Practices  for  
Original  Medicare”  in  your  “Medicare &  You”  handbook.  Visit  
www.medicare.gov/Publications  to  view  the  handbook  or  call  1‐800‐
MEDICARE  to  ask  for  a  copy. 

o If  you  have  a  Medicare  Advantage  Plan,  other  Medicare  health  plan,  or  
a  Medicare  Prescription  Drug  Plan,  read  your  plan  materials. 

 Get  information  in  a  way  you  understand  from  Medicare,  health  care  providers,  
and  under  certain  circumstances,  contractors. 
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 All  people  with  Medicare  have  the  right  to 

– Get under standable  information  about  Medicare  to  help  you  make  health  care 
decisions,  including  what  is  covered,  what  Medicare  pays,  how  much  you  have  
to  pay,  and  what  to  do  if  you  want  to  file  a  complaint  or  an  appeal 

 Have  your  questions  about  Medicare  answered 

Visit  www.medicare.gov. 

Call  1‐800‐MEDICARE.  TTY  users  should  call  1‐877‐486‐2048. 

– Call  your  State  Health  Insurance  Assistance  Program  (SHIP).  To  get  the  most  
up‐to‐date  SHIP  phone  numbers,  call  1‐800‐MEDICARE,  or  visit  
www.medicare.gov/contacts. 

 Call  your  plan  if  you’re  in  a  Medicare  Advantage  Plan,  other  Medicare  health  
plan,  or a Medicare  Prescription Drug Plan 
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All  people  with  Medicare  have  the  right  to 

 Have  access  to  doctors,  specialists, and  hospitals. 

 Learn  about  your  treatment  choices  in  clear  language  that  you  can  understand,  
and  participate  in  treatment  decisions. 

– You ha ve  the  right  to  participate  fully  in  all  your  health  care  decisions.  If  you  
can’t  fully  participate,  ask  a  family  member,  friend,  or  anyone  you  trust  to  help  
you  make   a   bou  i decision a t  what  treatment  is  right  for  you. 
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All  people  with  Medicare  have  the  right  to 

 Get health  care  services  in  a  language  you  understand  and  in  a  culturally‐
sensitive  way 

For  more  information  about  getting  health  care  services  in  
languages  other  than  English,  call  the  Office  for  Civil  Rights  at  1‐
800‐368‐1019,  or  visit  www.hhs.gov/ocr.  TTY  users  should  call  
1‐800‐537‐7697. 

 Get  emergency  care  when  and  where  you  need  it 

– If yo ur  health  is  in  danger  because  you  have  a  bad  injury,  sudden  illness,  or  an  
illness  quickly  gets  worse,  call  911.  You  can  get  emergency  care  anywhere  in  
the  United  States. 

– To learn   about  emergency  care 

In  Original  Medicare,  call  1‐800‐MEDICARE  (1‐800‐633‐4227).   TTY  users  
call  1‐877‐486‐2048. 

• In  a  Medicare  Advantage  Plan  or  other  Medicare  health  plan,  your  plan  
materials  describe  how  to  get  emergency  care. 
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All people with Medicare have the right  to 

 Have  a  claim  for  payment  filed  with  Medicare  and  get  a  decision  about  health  
care  payment,  services,  or  prescription  drug  coverage. 

– Even when  your  doctor  says  that  Medicare  won’t  pay  for  a  certain  item  or  
service,  you  have  a  right  to  request  the  doctor  file  the  claim  with  Medicare.   
When  a  claim  is  filed,  you  get  a  notice  from  Medicare  letting  you  know  what  it  
will and  won’t  cover.  This  mi hightt  be  different  from  what  your  doctor  says.  If 
you  disagree  with  Medicare’s  decision  on  your  claim,  you  have  the  right  to  
appeal. 

 Get  a  review  (appeal)  of  certain  decisions  about  health  care  payment,  coverage  
of  services,  and  prescription  drug  coverage. 

– If yo u  disagree  with  a  decision  about  your  claims  or  services,  you  have  the   
right  to  appeal.  For  more  information:  

Visit  www.medicare.gov/appeals. 

Call  the  SHIP  in  your  state.  To  get  the  most  up‐to‐date SHIP  phone  
numbers,  call  1‐800‐MEDICARE,  or  visit  www.medicare.gov/contacts.  TTY  
users  should  call  1‐877‐486‐2048. 

• If you  have  a  Mediicare  Advantage  Plan,  other  Mediicare  healthth plan,   or  a 
Medicare  Prescription  Drug  Plan,  read  your  plan  materials. 
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 In  addition  to  the  rights  just  mentioned,  all  people  with  Medicare  have  the  right  to 

– File  complaints  or  grievances  about  services  you  got,  other  concerns  or  problems  you have  in  
getting  health  care,  and  the  quality  of  the  health  care  you  received. 

– If yo u’re  concerned  about  the  quality  of  care  you’re  getting 

In  Original  Medicare,  call  the  Quality  Improvement  Organization  (QIO)  in  your  state  to  file  a  
complaint.  Call  1‐800‐MEDICARE  or  visit  www.medicare.gov/contacts  to  get  your  QIO’s  
phone number.. 

In  a  Medicare  Advantage  or  other  Medicare  health  plan,  call  the  QIO,  your  plan,  or  both. If  
you  have  End‐Stage  Renal  Disease  and  have  a  complaint  about  your care,  call  the  ESRD  
Network  in  your  state.  To  get  this  phone  number,  call  1‐800‐MEDICARE,  or  visit  
www.medicare.gov/contacts. 

12 
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 In additional  to  the  rights  described  in  the  previous  section,  you  have  additional  rights  when  you  
are  enrolled  in  Original  Medicare. 

– Medigap  

– Appeals  process  

– Notices   
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Your  rights  when  you  are  enrolled  in  Original  Medicare  include  the  following 

 See any  participating  doctor  or  specialist  (including  women’s  health  specialists),  or  
go  to  any  Medicare‐certified  hospital; 

 Get  certain  information,  notices,  and  appeal  rights  that  help  you  resolve  issues  
when  Medicare  doesn’t  pay  for  health  care. 

14 



 Your  rights  when  you  are  enrolled  in  Original  Medicare  include  the  following 
– Buy a Medigap  (Medicare Supplemental Insurance) policy. 

•	 In  some  situations,  you  have  the  right  to  buy  a  Medigap  policy.   A  Medigap  policy  is  a  health  
insurance  policy  sold  by  private  insurance  companies  to  fill  the  “gaps”  in  Original  Medicare  
coverage,  such  as  coinsurance  amounts. 

•	 Medigap  policies  must  follow  Federal  and  state  laws  that  protect  you.  The  front  of  the  
Medigap  policy  must  clearly  identify  it  as  “Medicare  Supplement  Insurance.”  

•	 Medigap insurance  companies  in most  states  (except  Massachusetts,  Minnesota,  and  
Wisconsin)  can  only  sell  you  a  “standardized”  Medigap policy.  These  policies  are  identified  
by  the  letters   A,B,C,D,F,G,K,L,M,  and  N.  
– The bene fits  in  any  Medigap plan  identified  with  the  same  letter  are  the  same  regardless  
of  which  insurance  company  you  purchase  your  policy  from.   

•	 You  have  the  right  to  buy  a  Medigap  policy  during  your  Medigap  open  enrollment  period.  
While  the insurance  company  can t  make  you  wait  for  your  coverage  to start, it may be able  
to  make  you  wait  for  coverage  of  a  pre‐existing  condition. 

 When  you  have  guaranteed  issue  rights  the  company: 
– Can’t den y  you  Medigap  coverage  or  place  conditions  on  your  policy 
– Must cove r  you  for  pre‐existing  conditions 
– Can’t char ge  you  more  for  a  policy  because  of  past  or  present  health  problems 
 Some  states  offer  additional  rights  to  purchase  Mediigap  policiies

Note:  Module  3,  Medigap,  describes  these  situations. 
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                          

         

                         

                             

                 

In Original Medicare you have the right to a fair timely and efficient appeals process In Original Medicare, you have the right to a fair, timely, and efficient appeals process. 

 You can file an appeal if: 

– A  service or item you got isn’t covered and you think it should be 

– Payment  for a service or item is denied and you think Medicare should pay for it 

– You questiion thhe amount that Medidicare paid for a serviiceh id f 

16 



 In Original  Medicare ,  when  you  get  a  Medicare‐covered item or service ,  you  will  get  a   
“Medicare  Summary  Notice”  (MSN).  This  notice  will  tell  you  why  Medicare  didn’t  pay,  how  to  
appeal,  where  to  file  your  appeal,  and  how  long  you  have  to  appeal.  

 If  you  decide  to  appeal,  ask  your  doctor,  health  care  provider,  or  DME  (durable  medical  
equipment)  supplier  for  any  information  that  may  help  your  case. 

 Keep  a  copy  of  everything  you  send  to  Medicare  as  part  of  your  appeal. 
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There  are  five  levels  in  the  appeals  process  in  Original  Medicare.  Look  at  the  job  aid  section  of  
your  CD  suite  or  wafer for a  chart  of  the  Part  A ,  B C, ,  and D Appeal Processes . 

1.	 Redetermination  by the company  that  handles  claims  for  Medicare  within  120  days from  
the  date  you  get  the  MSN.  Details  are  on  the  MSN.   

2.	 Reconsideration  by  a  Qualified  Independent  Contractor  (QIC)  (a  contractor  that  didn’t  take  
part  in  the  first  decision).  Details  are  included  in  the  redetermination  notice. 

– CoConttaactct yo uur Qua litty  Impp oroveemeentt  Orgaa  nizaattioon  (Q(Q IO)O)   noo  lateater  t athan  noooon  t ethe  daday   bebefooree 
Medicare‐covered  services  end  to  request  a  fast  appeal.  

3.	 Hearing  before  an  Administrative  Law  Judge  (ALJ)  (the  amount  of  your  claim  must  meet  a  
minimum  dollar  amount,  which  is  updated  yearly:  $130  in  2011).  Send  the  request  to  the  
ALJ  office  listed  in  the  reconsideration  notice.  

4.	 Review  by  the  Medicare  Appeals  Council  (MAC).  Details  on  how  to  file  are  included  in  the  
ALJ’s  hearing  decision . There  is  no  minimum  dollar  amount  in  order  to  get  your appeal    
reviewed  by  the  Medicare  Appeals  Council.  

5.	 Review  by  a  Federal  district court. To  get  a  review  by  a  Federal  court,  the  remaining  amount  
in  controversy  of  your  case  must  meet  a  minimum  dollar  amount,  which  is  updated  yearly:   
$1,300  in  2011.  

Note: This  chart  is  available  in  the  corresponding  workbook  (see  Appendix A). 
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 If  you  are  admitted  to  a  hospital  or  skilled  nursing  facility,  or  you  are  receiving  care  from  a  non‐
institutional  provider,  such  as  home  health,  hospice,  or  a  comprehensive  outpatient rehabilitation  
facility  (CORF)  
 You  have  the  right  to  receive  a  fast  appeal  (sometimes  called  an  expedited  determination) by  an  
independent  reviewer  called  a  Quality  Improvement  Organization  (QIO)  if  you  think  you  are  being  
discharged  too  soon.  
– Your pr ovider  will  give  you  a  notice  at  least  2  days  before  your  services  end  that  will  tell  you  how  
to  ask  for  a  fast  appeal 

• If  you  don’t  get  this  notice, ask  your  provider  or  plan  for  it  
– The QIO   will  decide  if  your  services  should  continue  
 Your  provider  cannot  bill  you  while  the  QIO  is  making  its  decision. 
– If yo u  are  a  hospital  inpatient,  you  will  not  be  responsible  for  charges  incurred  while  waiting  for  
the  QIO’s  decision  even  if  the  QIO  decides  the  discharge  was  appropriate. 

– If yo u  are  not  a  hospital  inpatient,  you  may  be  responsible  for  charges  incurred  while  waiting  for  
the  QIO’s  decision  if  the  QIO  decides  that  the  discharge  was  appropriate.  

 Your  right  to  a  fast  appeal  is  the  same  whether  you  are  in  Original  Medicare, Medicare  Advantage  
Plan  (like  an  HMO  or  PPO),  or  other  Medicare  health  plan.  
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 You  may  ask  your  doctor for  any  information  that  may  help  your  case  if  you  decide  to  file  a  fast  
appeal. 
 You  must  call  your  local  QIO  to  request  a  fast  appeal  no  later  than  noon  on  the  day  before  your  
notice  says  your  coverage  will  end. 

The  number  for  the  QIO  in  your  state  should  be  on  your  notice.   You  can  also  call  
1‐800‐MEDICARE  (TTY  users  should  call  1‐877‐486‐2048) 

 If  you  miss  the  deadline,  you  still  have  appeal  rights: 

– If  you  have  Original  Medicare,  call  your  local  QIO 

– If yo u  are  in  a  Medicare  Advantage  plan,  call  your  plan.   Look  in  your  plan  materials  to  get  the  
telephone  number. 

 Contact  your  local  SHIP  if  you  need  help  filing  an  appeal. 
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What  are  Dora’s  options? 
 Answer:   Dora  can  file  a  quality  of  care  complaint  with  the  QIO.   

– What other   options  might  Dora  have? 

She could  also  file  a  complaint  with  the  Joint  Commission  by  calling  (630)  792‐
5000  or  she  may  submit her  complaint  online  by  visiting  their  website  at  
jointcommission.org 

Another option  would  be  to  contact  the  DHHS/Office  of  Civil  Rights  by  calling 1‐
866‐627‐7748 or  1‐800‐537‐7697  for  TTY  users  

She  may  also  visit the  OCR  website  at  hhs.gov/ocr/office/index.html 
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 You  are  protected  from  unexpected  bills.  If  your  health  care  provider  or  supplier  believes  that  
Medicare  won’t  pay  for  certain  items  or  services,  in  many  situations  he  or  she  will  give  you  a  
notice  that  says  Medicare  probably  (or  certainly)  won’t  pay  for  an  item  or  service.  This  is  
called  an  Advance  Beneficiary  Notice  of  Noncoverage (ABN).  The  ABN  is  used  only  in  Original  
Medicare  for  Part  B  services  and  Part  A  services  provided  by  hospices  and  religious  non‐
medical  health  institutes. 

 Doctors  and  suppliers  are  not  required  to  give  you  an  ABN  for  services  Medicare  never  covers  
(i.e.,  excluded  under  Medicare  law),  such  as  routine  physical  exams  (except  the  annual  
wellness  exam),  routine  eye  exams,  dental  services,  hearing  aids,  and  routine  foot  care;  
however,  they  may  voluntarily  give  you  an  ABN  for  items  and  services  excluded  by  Medicare  
as  a  courtesy. 

 You  may  still  get  the  service,  you  will  be  asked  to  choose  an  option  and  sign  to  say  that  you  
have  read  and understand  the  notice. 

 If  you  choose  to  get  the  items  or  services  listed  on  the  ABN,  you  will  have  to  pay  if  Medicare  
doesn’t. 

– In some   cases, the  provider  may  ask  for  payment  at  the  time  the  service  is  received. 

 Providers  (including  independent  laboratories),  physicians,  practitioners,  and  suppliers  will  
use  the  ABN  (Form  CMS‐R‐131)  for  situations  where  Medicare  payment  is  expected  to  be 
denied because thhe  item  or  service  may  not  be  reasonable  and  necessary.  

Note:	 A  copy  of  the  ABN  is  provided  in  the  corresponding  workbook  (see  Appendix  B).  
It  is  also  available  on  the  web  at  www.cms.gov/BNI/02_ABN.asp 
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 There  are  four  types  of  ABNs  for  people  with  Original  Medicare.  These  notices  explain  
that  you  may  be  liable  for  the  cost  of  certain  services  under  certain  conditions.  The  
notices  include 

– Advance  Beneficiary  Notice  of  Noncoverage (ABN)  – only used  for  Part  B  services  
and  for  Part  A  when  hospice  services  or  services  in  a  religious  non‐medical  
healthcare  institute  are  provided 

 There  are other types of liability notices for  people with Original Medicare that are   
used  in  specific  healthcare  settings.   Like  the  ABN,  these  notices  explain  that  you  may  
be  liable  for  the  cost  of  certain  services  under  certain  conditions.   These  notices  
include 

– Skilled  Nursing  Facility  Advance  Beneficiary  Notice  (SNFABN) ‐ only  used  for  skilled  
nursing  facility  care 

– Home Health Advance Beneficiary Notice (HHABN)  ‐ only used by home health    
agencies  

– Hospital  Issued  Notice  of  Non‐coverage  (HINN) ‐ used  for  inpatient  hospital  care  
when  the  hospital  thinks  Medicare  may  not  pay  for  some  or  all  of  your  care 

You  can  view  or  print  beneficiary notices  at  www.cms.gov/BNI/.

www.cms.gov/BNI


 Option  1  ‐‐ the  beneficiary  wants  the  service,  wants  the  physician  to  bill  Medicare  and  agrees  to  
pay  for  the  item/service  up  front. 
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 Ask  the  participants  for their  thoughts  on  what  the  correct  answer  is  and  why. 

 The  PSA  test  falls  under  frequency  limitation  for  screening  tests  – so  an  ABN is  appropriate.   The  
beneficiary  chose  option  1  which  obligates  him  to  pay  the  lab  whether  Medicare  covers  the  test  or  
not,  and  obligates  him  to  pay  in  advance  of  Medicare’s  coverage  decision  as  the  lab is  allowed  to  
charge  him  for  the  test  up  front.  Since  choosing  Option  1  requires the  lab  to  submit  a  claim  to  
Medicare  on  Mr.  Brady’s  behalf,  the  lab  should  refund  any  payments  made  by  him  if  Medicare  
covers  the  test.
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 Again, ask  for  answers  and  explanations  of  why  they  chose  that  answer. 

 Since  the  service  is  not  covered  by  Medicare,  charges  are  not  limited  to  Medicare  allowable  
amounts (i.e.  limiting  charge), the  lab  may  charge  the  beneficiary  the  usual  and  customary  amount  
for  non‐Medicare  patients. 
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In additional  to  the  rights  described  in  the  first  section,  you  have  additional  rights  when  you  are  
enrolled  in  a  Medicare  Advantage  Plan  (like  an  HMO  or  PPO)  or  other  Medicare  health  plan. 
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If  you’re  in  a  Medicare  health  plan,  in  addition  to  the  rights  and  protections  previously  listed  in  the  
first  section,  you  have  the  right  to 

 Choose  health  care  providers  within  the  plan,  so  you  can  get  health  care  you  need. 

 Get  a  treatment  plan  from your  doctor  if  you  have  a  complex  or  serious  medial  condition.  A  
treatment  plan  lets  you  directly  see  a  specialist  within  the  plan  as  many  times  as  you  and  your  
doctor  think  you  need.  Women  have  the  right  to  go  directly  to  a  women’s  health  care  specialist  
without  a  referral  within  the  plan  for  routine  and  preventive  health  care  services. 
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If  you’re  in  a  Medicare  health  plan,  in  addition  to  the  rights  and  protections  previously  in  the  
first  section,  you  have  the  right  to 

 Know  how  your  doctors  are  paid  if  you  ask  your  plan.  Medicare  doesn’t  allow  a  plan  to  pay  
doctors  in  a  way  that  interferes  with  you  getting  needed  care. 

 A  fair,  efficient,  and  timely  appeals  process  to  resolve  differences  with  your  plan.  You  have  
the  right  to  ask  your  plan  to  provide  or  pay  for  a  service  you  think  should  be  covered,  
provided,  or  continued.  

– The appeals  process  consists  of  5  levels 

– If cove rage  is  denied  at  any  appeal  level,  the  enrollee  will  receive  a  letter  explaining  the  
decision  and  instructions  on  how  to  proceed  to  the  next  appeal  level 

– If  the  plan  continues  to  deny  coverage  at  the  reconsideration  level,  the  appeal  is  
automatically  sent  to  the  Part  C  Independent  Review  Entity  (IRE) 

See  Rights  &  Protections  Booklet  for  more  details. 
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 If  you’re  in  a  Medicare  health  plan,  in  addition  to  the  rights  and  protections  
previously listed in the first section,  you have  the  right to:  

– File  a  grievance about  other  concerns  or  problems  with  your  plan.  Check  your  
plan’s  membership  materials,  or  call  your  plan  to  find  out  how  to  file  a  
grievance. 

– Get a   coverage  decision  or  coverage  information  from  your  plan  before  getting  
services. 

– Before yo u  get  a  service  or  supply,  you  can  call  your  plan  to  find  out  if  it  will  be  
covered  or  get  information  about  your  coverage  rules. 

– You ca n  also  call  your  plan  if  you  have  questions  and  home  health  care  rights  
and  protections.  Your  plan  must  tell  you  if  you  ask. 
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 This  chart  shows  the  appeal  process  for  Medicare  Advantage  Plan  or  other  Medicare  health  plan  
enrollees.  The  time  frames  differ  depending  on  whether  you  are  requesting  a  standard  appeal,  or  if  
you  qualify  for  an  expedited  (fast)  appeal.  
 If  you  ask  your  plan  to  provide  or  pay  for  an  item  or  service  and  your  request  is  denied,  you  can  
appeal  the  plan’s  initial  decision  (the  “organization  determination”).  You  will  get  a  notice  explaining  
why  your  plan  denied  your  request  and  instructions  on  how  to  appeal  your  plan’s  decision.  
 There  are  five  levels  of  appeal.  If  you  disagree  with  the  decision  made  at  any  level  of  the  process,  
you  can  go  to  the  next  level  if  you  meet  the  requirements  for doing so.  
 After  each  level,  you  will  get  instructions  on  how  to  proceed  to  the  next  level  of  appeal.  The  five  
levels  are  of appeal  are 

– Reconsideration  by  the  plan 

– Reconsideration  by  the  Independent  Review  Entity  (IRE) 

– Hearingg  with  the  Administrative  Law  Judgge  (ALJ)  

– Review by   the  Medicare  Appeals  Council  (MAC)  

– Review by   a  Federal  district  court  
Note: This  chart  is  available  as  a  handout  in  the  corresponding  workbook  (see  Appendix  C). 
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 If  you  are  in  a  Medicare  Advantage  or  other  Medicare  health  plan  and  you  are  
filing  an  appeal,  you  have  certain  rights.  You  may  want  to  call  or  write  your  plan  
and  ask  for  a  copy  of  your  file.  Look  at  your  Evidence  of  Coverage,  or  the  notice  
you  received  that  explained  why  you  could  not  get  the  services  you  requested,  to  
get  the  phone  number  or  address  of  your  plan.  
 The  plan  may  charge  you  a  fee  for  copying  this  information  and  sending  it  to  you.  
Your  plan  should  be  able  to  give  you  an  estimate  of  how  much  it  will  cost  based  
on  the  number  of  pages contained in the file plus normal mail delivery, . 
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 Medicare  works  with  private  drug  plans  to  provide  beneficiaries  with  the  high‐quality,  cost‐effective  
drug  coverage  they  need.  All  Medicare  drug  plans  must  make  sure  that  the  people  in  their  plan,  
their  enrollees,  have  access  to  medically  necessary  drugs  to  treat  their  conditions.  
 If  you  are  enrolled  in  a  Medicare  Prescription  Drug  Plan,  you  are  guaranteed  certain  rights  and  
protections.  These  rights  and  protections  are  the  same  whether  you  are  in  Original  Medicare  with  
stand‐alone  prescription  drug  plan  or  a  Medicare  Advantage  Plan  with  prescription  drug  coverage.  
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 Medicare  drug  plans  work  to  provide  people  with  Medicare  high‐quality,  cost‐effective  
drug  coverage.  Medicare  drug  plans  must  ensure  that  their  enrollees  can  get  medically‐
necessary  drugs  to  treat  their  conditions.  
 Each  plan  has  a  list  of  covered  drugs  called  a  formulary. 
 A  plan’s  formulary  may  not  include  every  drug  you  take.  However,  in  most  cases,  a  similar  
drug  that  is  safe  and  effective  will  be  available. 
 Plans  must  pay  for  both  brand‐name  and  generic  drugs. 
 Covered  drugs  include  prescription  drugs, al Medic biologic  products and insulin ,  .  al  
supplies  associated  with  the  injection  of  insulin,  such  as  syringes,  needles,  alcohol  swabs,  
and  gauze  are  also  covered. 
 Some  of  the  methods  that  plans  use  to  manage  access  to  certain  drugs  include:  

– Formularies  

– Prior authoriz ation 

– Step ther apy 

– Quantity limits  
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 CMS  requires  Medicare  drug  plans  to  cover  all  medications  in  six  categories.  This  was  "all  
or  substantially  all"  medications  in  six  categories,  but  Section  3307 of  the  Affordable  Care  
Act  has  change  this  to  “all.”  The  six  categories  include 

– Cancer medic ations 

– HIV/AIDS  treatments 

– Antidepressants 

– Antipsychotic  medications 

– Anticonvulsive  treatments  for  epilepsy  and  other  conditions;  and  

– Immunosuppressants 
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 Some  new  members  may  already  be  taking  a  drug  that’s  not  on  their  plan’s  drug  list  or  
that  is  a  step  therapy  drug*.   Medicare  requires  the  plans  to  provide  a  standard  30‐day  
transition  supply  of  all  Medicare‐covered  drugs,  even  if  the  prescription  is  for  a  drug  that’s  
not  on  the  plan’s  drug  list,  is  a  step‐therapy  drug*,  or  requires  prior  authorization.  This  
gives  you  and  your  doctor  time  to  find  another  drug  on  the  plan’s  drug  list  that  would  
work  as  well.  However,  if  you  have  already  tried  similar  drugs  and  they  didn’t  work,  or  if  
the  doctor  believes  that  because  of  your  medical  condition  you  must  take  a  certain  drug,  
the doctor can contact the plan to request an  exception  to  the  formulary rules If the.    
doctor’s  request  is  approved,  the  plan  will  cover  the  drug.  If  the  exception  is  not  granted,  
you  can  file  an  appeal. 
 It  is  important  to  understand  how  to  work  with  your  plan’s  formulary  and  to  plan  ahead.  If  
you  receive  a  transition  supply,  you  shouldn’t  wait  until  that  supply  is  gone  to  take  action.  
You  should  talk  to  your  doctor  about: 
– Prior authoriz ation  (if  necessary) 
– Safe  and  effective  alternative  drugs  that  may  also  save  you  money 
– Requesting  an  exception,  if  necessary  for  your  condition 
 You  should  contact  your  drug  plan  with  any  questions  about  what  is  covered  by  the  plan. 
Note:  In  most  cases  with  step  therapy  drugs,  the  plan  member  must  first  try  certain  less‐
expensive  drugs  that  have  been  proven  effective  for  most  people  with  that  condition. 
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 You  or  your  prescriber  may  request  a  coverage  determination if  your pharmacist  or  plan  
tells  you  one  of  the  following: 

– A drug   you  believe  should  be  covered  isn’t  covered 

– A drug   is  covered  at  a  higher  cost  than  you  think  you  should  have  to  pay 

– You ha ve  to  meet  a  plan  coverage  rule  (such  as  prior  authorization)  before  you  can  get  
the  drug  you  requested 

– It wo n’t  cover  a  drug  on  the  formulary  because  the  plan  believes  you  don’t  need  the   
drug  

 You  can  either  request  a  coverage  determination  before  you  pay  for  or  get  your  
prescriptions,  or  you  may  decide  to  pay  for  the  prescription,  save  your  receipt,  and  request  
that  the  plan  pay  you  back  when  requesting  a  coverage  determination. 
 You,  your  doctor,  or  other  prescriber  may  request  a  coverage  determination  by  following  
the  instructions  that your plan sends you You can file a standard request or an expedited .    
(fast)  request 
 If  you  disagree  with  your  plan’s  decision,  you  may  appeal. 
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 You, your  doctor,  or  other  prescriber  may  request  an  exception  if: 

– You think   your  plan  should  cover  a  drug  that’s  not  on  its  formulary  because  the  other  
treatment  options  on  your  plan’s  formulary  won’t  work  for  you. 

– Your plan   requires  you  to  get  permission  (prior  authorization)  before  it  covers  a  drug   
prescribed  for  you  and  you  disagree.  

– You think   your  plan  should  charge  a  lower  amount  for  a  drug  you  are  taking  on  the   
plan’s  non‐preferred drug  tier  because the  other trea itment  options  in  your  plan’s   
preferred  drug  tier  won’t  work  for  you. 

– Your plan   asks  you  to  try  another  drug  before  it  covers  a  drug  prescribed  for  you  and  you  
disagree. 

– Your plan   has  a  limit  on  the  number  of  pills  or  dosage  for  a  drug  prescribed  for  you  and  
you  disagree. 

– Your doct or  or  other  prescriber  believes  you  can’t  meet  one  of  your  plan’s  coverage   
limits,  such  as  prior  authorization,  quantity  limit,  or  dose  limits.  
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 To request a  coverage  determination  called  an exception your doctor or other  “ ,”    
prescriber  may  need  to  call  or  send  your  plan  a  supporting  statement  explaining  why  you  
need  the  drug  you’re  requesting.  Check  with  your  plan  to  find  out  if  the  supporting  
statement  is  required  and  if  it  must  be  made  in  writing.  If  a  supporting  statement  is  
required,  the  plan’s  decision‐making  time  period  begins  once  your  plan  gets  the  
supporting  statement. 
 You  may  file  a  standard  or  expedited  (fast)  request. 
 If  you  disagree  with  the  decision,  you  have  the  right  to  appeal 
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 If  a  plan  uses  a tiered cost‐sharing structure to manage its Medicare drug benefit it ,    
must  provide  exceptions  procedures  that  permit  enrollees  to  obtain  a  non‐preferred  
drug  at  the  more  favorable  cost‐sharing  level  for  drugs  in  the  preferred  tier.  
 A  plan  must  grant  a  tier  exception  when  it  determines  that  the  preferred  drug  for  
treatment  of  your  condition  would  not  be  as  effective  for  you  as  the  requested  drug  
and/or  it  would  have  adverse  effects. 
When  a  tier  exception  is  approved,  the  plan  must  provide  coverage  at  the  cost‐sharing  
level  that  applies  for  preferred  drugs,  but  not  at  the  generic  cost‐sharing  level.  Also,  if  a  
plan  maintains  a  formulary  tier  in  which  it  places  very  high  cost  and  unique  items,  it  
may  design  its  exception  process  so  that  drugs  placed  in  that  tier  are  not  eligible  for  a  
tier  exception.  
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 ‐                       
                             
                 
                               
                             
                           
 

Formulary exceptions ensure enrollees have access to Medicare‐covered drugs that are not Formulary exceptions ensure enrollees have access to Medicare covered drugs that are not 
included on the plan’s formulary or for which the plan has special coverage rules. These 
special rules include: prior authorization, quantity limits, and step therapy. 
When a formulary exception is approved, the plan has the flexibility to determine the level of 
cost sharing that will apply for the non‐formulary drug(s). For example, a plan sponsor may 
apply the non‐preferred level of cost sharing for all non‐formulary drugs approved under the 
exception process. 
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                              
                             

                         
                               

                               
     

A plan must grant a formulary exception when it determines that none of the formularyA plan must grant a formulary exception when it determines that none of the formulary 
alternatives for treatment of the same condition would be as effective for the enrollee as 
the non‐formulary drug and/or would have adverse effects. A plan must grant an 
exception to a coverage rule when it determines the coverage rule has been, or is likely 
to be, ineffective in treating the enrollee’s condition, or has caused, or is likely to cause 
harm, to the enrollee. 
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 If  an  exception  request  is  approved,  the  exception  is  valid  for  refills  for  the  remainder  of  
the  plan year so long as:  
– The member   remains  enrolled  in  the  plan,  
– The ph ysician  continues  to  prescribe  the  drug,  and  
– The drug   remains  safe  for  treating  the  person’s  condition.  
 A  plan  may  choose  to  extend  coverage  into  a  new  plan  year.  If  it  does  not,  it  must  provide  
written notice to the member either at the time the exception is approved or at least 60 ,    
days  before  the  plan  year  ends.  The  written  notice  must  tell  the  member  about  the  date  
coverage  will  end,  the  right  to  request  a  new  exception,  and  the  process  for  making  a  new  
exception  request.   If  coverage  isn’t  extended,  the  member  should  consider  switching  to  a  
drug  on  the  plan’s  formulary,  requesting  another  exception,  or  changing  plans  during  the  
Annual  Coordinated  Enrollment  Period. 
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When  requesting  appeals 

– Request  an  appeal  if  your  coverage  determination  request  is  denied 

– The denial   notice  will  explain  how  to  request  an  appeal  and  the  process  for  requesting  
the  appeal   

– There ar e  five  levels  of  appeal  in  the  appeals  process  
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 If  you  receive  an  unfavorable  initial  decision,  you  have  the  right  to  appeal  the  decision.  There  are  5  
levels  of  appeal 

1. Redetermination  from  the  Part  D  plan  (sponsor)  

2.   Reconsideration  by an  Independent  Review  Entity  (IRE)  

3.   Hearing  before an  Administrative  Law  Judge  (ALJ) 

4.   Review  by  the  Medicare  Appeals  Council  

5.   Review  by  a  Federal  district  court 
Note:  This  chart  is  available  in  the  corresponding  workbook  (see  Appendix  D). 
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 Plan  sponsors  must  ensure  that  their  network  pharmacies  provide  the  Pharmacy  Notice  
whenever  a  prescription  cannot  be  filled  as  written. 
 Plans  sponsors  are  required  to  provide  written  notices  after  every  coverage  determination  
or  appeal  decision.  
 In  addition,  all  other  appeal  entities  are  required  to  send  written  notice  of  decisions.   If  a  
decision  is  adverse,  the  notice  will  explain  the  decision,  include  information  on  the  next  
appeal  level,  and  provide  specific  instructions  about  how  to  file  an  appeal. 
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 A  health‐care  provider  or  plan,  such  as  a  Medicare  drug  plan,  may  disclose  relevant  
protected  health  information  (PHI)  to  someone  who  assists  you,  specifically  regarding  the  
drug  benefit.  However,  the  guidance  applies  to  all  providers  and  plans,  not  just  drug  plans.  
It’s  important  to  note  that  health  plans  are  permitted,  but  not  required,  to  make  these  
disclosures.  
 Your  plan  may  disclose  relevant  PHI  to  those  identified  by  you as  being  involved  in  your  
care  or  payment,  including  the  following.  

– Family  members  or  other  relatives  

– Close per sonal  friends  

– Others  (see  examples  on  next  slide)  
 Your  plan  may  disclose  relevant  PHI  to  those  identified  by  you  only  under  the  following  
conditions.  

When–   you  are  present and agree or the plan reasonably infers from the circumstances   
that  you  do  not  object 

– When yo u  are  not  present  or  are  incapacitated,  the  plan  may  exercise  its  professional  
judgment  to  determine  whether  disclosure  is  in  your  best  interest 
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 Examples of when a plan may disclose PHI
– To the daughter of a person with Medicare who is resolving a claim or payment issue for 
her hospitalized mother

– To a human resources representative if the person with Medicare is on the line or gives 
permission by phone

– To a Congressional office or staff person that has faxed the person’s request for 
Congressional assistance

– To CMS staff if the available information satisfies the plan that the individual requested 
CMS assistance

Note: PHI guidelines were published by the Office for Civil Rights, U.S. Department of Health 
and Human Services.
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 If  you  are  admitted  to  a  hospital  or  skilled  nursing  facility,  or  you  are  receiving  care  from  a  non‐
institutional  provider,  such  as  home  health,  hospice,  or  a  comprehensive  outpatient 
rehabilitation  facility  (CORF,)  you  are guaranteed  certain  rights  and  protections.  Many  of  these  
rights  and  protections  are  the  same  whether  you  are  in  Original  Medicare, Medicare  Advantage  
Plan  (like  an  HMO  or  PPO),  or  other  Medicare  health  plan.  
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 All  people  with  Medicare,  including  those  in  Medicare  Advantage or  other  Medicare health  
 plans,  have the  right to get all of the Medicare covered hospital care they need to diagnose ‐   

and  treat  their  illness  or  injury,  including  any  follow‐up  care  they  need  after  leaving  the  
hospital. 
When  admitted  to  the  hospital  as  an  inpatient,  you  will  receive  a  notice  called  an  Important  
Message  From  Medicare  About  Your  Rights and  the  hospital  must  provide  you  with  a  copy  of  
the  notice  so  that  you  know  your  rights as  a  hospital  inpatient. 
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 During your  hospital stay,  you  should get a  notice called  “An  Important  Message  from  Medicare  
about  Your  Rights”  (sometimes  called  the  “Important  Message  from Medicare” or th  “ ” he  ”) that IM   
you  (or  your  representative)  must  sign.  You  should  get  this  notice  if  you’re  in  Original  Medicare  
or  a  Medicare  Advantage  plan.   If  you  don’t  get  this  notice,  ask  for  it.  This  notice  explains  the  
following:  
– Your righ t  to  get  all  medically‐necessary  hospital  services  related  to  the condition  for  which  
your  were  admitted 

– Your  right  to be involved in any decisions that the hospital your doctor, or anyone else makes ,     
about  your  hospital  services  and  to  know  who  will  pay  for  them  

– Your righ t  to  get  services  you  need  after  you  leave  the  hospital  
– Your righ t  to  appeal  a  discharge  decision  and  the  steps  for  appealing  the  decision  
– The cir cumstances  in  which  your  hospital  services  may  be  paid  for  during  the  appeal  (except  
for  any  applicable  coinsurance  or  deductibles)  

– What  you  might  pay  for  continuing  to  stay  in  the  hospital  after  your  discharge  date  
– Information  on  your  right  to  get  a  detailed  notice  about  why  your  covered  services  are  ending  
– Your righ t  to  report  any  concerns  you  have  about  the  quality  of  care  you  receive 
 If  the  hospital  gives  you  the  “Important  Message  from  Medicare”  more  than  2  days  before  your  
discharge  day,  it  must  either  give  you  a  copy  of  your  original,  signed  “Important  Message  from  
Medicare”  or  provide  you  with  a  new  one  (that  you  must  sign  again)  before  you’re  discharged. 

Note:  A  copy  of  the  Important  Message  from  Medicare  is  provided  in  the  back  of  the  
corresponding  workbook  (see  Appendix  E).  It  is  also  available  on  the  web  at  
cms.gov/BNI/12_HospitalDischargeAppealNotices.asp. 

54 



With  the  Medicare  Health  Plan  Fast  Appeals  Process: 

– You ha ve  the  right  to  ask  the  Quality  Improvement  Organization  (QIO)  to  require  your  plan  
to  provide  or  pay  for  a  Medicare‐covered  service  you  think  should  be  continued  in  a  skilled  
nursing  facility,  from  a  home  health  agency,  or  in  a  comprehensive  outpatient  rehabilitation  
facility.  

– Your pr ovider  must  deliver  a  Notice  of  Medicare  Non‐Coverage  at  least  2  days  before   
Medicare ‐covered SNF,  CORF, or HHA care will  end.   

 If  you  think  services  are  ending  too  soon,  contact  your  Quality  Improvement  Organization  
(QIO)  no  later  than  noon  the  day  before  Medicare‐covered  services  end  to  request  a  fast  
appeal. 

– See yo ur  Notice  for  how  to  contact  your  QIO  and  for  other  important  information. 
 The  QIO  must  notify  you  of  its  decision  by  close  of  business  of  the  day  after  it  receives  all  
necessary  information. 

– The plan   must  give  you  a  Detailed  Explanation  of  Non‐Coverage.  This  notice  will  explain  why  
the  coverage  is  being  discontinued. 

– You ha ve  the  right  to  ask  for  a  reconsideration  by  the  QIC  (Qualified  Independent   
Contractor)  if  you  are  dissatisfied  with  the  results  of  the  fast  appeal.  
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 Medicare  has  special  rules  that  protect  your  privacy.  You  are  probably  aware  of  some  of  these  
rules  when  you  visit  the  doctor  or  pick  up  a  prescription.  
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Practices for Original Medicare describes how Medicare uses and gives out your personal 
health information and tells you your individual rights. If you are enrolled in a Medicare 
Advantage Plan or other Medicare plan, or in a Medicare Prescription Drug Plan, your plan 
materials describe your privacy rights.

The Notice of Privacy Practices is published annually in the Medicare &  You 
handbook.

For more information, go to medicare.gov or call 1‐800‐MEDICARE  (1‐
800‐633‐4227). TTY users should call 1‐877‐486‐2048.

 Medicare  is  required  to  protect  your  personal  medical  information.  The  Notice  of  Privacy  
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 Medicare  must disclose  your  personal  medical  information: 

– To  you  or  someone  who  has  the  legal  right  to  act  for  you  (your  personal  representative) 

– To the   Secretary  of  Health  and  Human  Services,  if  necessary,  to  make  sure  your  privacy  
is  protected   

– Where re quired  by  law  
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Medicare  may  use  and  give  out  your  personal  medical  information  to  pay  for  your  health  
care  and  to  operate  the Medicare program. 

 Medicare  contractors  use  your  personal  medical  information  to  pay  or  deny  your   
claims,  to  collect  your  premiums,  to  share  your  benefit  payment  with  your  other   
insurer(s),  and  to  prepare  your  Medicare  Summary  Notice.  

 Medicare  may  use  your  personal  medical  information  to  make  sure  you  and  other  
people  with  Medicare  get  quality  health  care,  to  provide  customer  services  to  you,  or  
to  resolve  any  complaints  you  have,  or  to  contact  you  about  research  studies. 
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 Medicare  also  may  use  or  give  out  your  personal  medical  information  for  the  purposes  
shown  here,  under  limited  circumstances.  

– To state   and  other  Federal  agencies  that  have  the  legal  right  to  receive  Medicare  data  (such  
as  to  make  sure  Medicare  is  making  proper  payments  and  to  assist  Federal/state  Medicaid  
programs) 

– For public   health  activities  (such  as  reporting  disease  outbreaks) 

F– For  government  health  care  oversight  activities  (such as  fraud and  abuse  investigations)

– For judicial   and  administrative  proceedings  (such  as  in  response  to  a  court  order)  

– For law   enforcement  purposes  (such  as  providing  limited  information  to  locate  a  missing  
person)   

– To avo id  a  serious  threat  to  health  or  safety  

– To  contact  you  regarding  a  new  or  changed  Medicare  benefit  

– To cr eate  a  collection  of  information  that  can  no  longer  be  traced  back  to  you  
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 By  law,  Medicare  must  have  your  written  permission  (an  “authorization”)  to  use  or  give  
out  your  personal  medical  information  for  any  purpose  that  isn’t  set  out  in  this  notice.  
You  may  take  back  (“revoke”)  your  written  permission  at  any  time,  except  if  Medicare  has  
already  acted  based  on  your  permission. 
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 You  have  the  following  privacy  rights.  You  may 

– See and   copy  your  medical  information  held  by  Medicare 

– Correct an y  incorrect  or  incomplete  medical  information  

– Find  out  who  received  your  medical  information  for  purposes  other  than  paying  your  
claims,  running  the  Medicare  program,  or  for  law  enforcement 

– Ask  Medicare  to  communicate  with  you  in  a  different  manner  or  at  a  different  place  
(for  example,  by  sending  materials  to  a  P.O.  box  instead  of  your  home  address) 

– Ask Medic are  to  limit  how  your  personal  medical  information  is  used  and  given  out  to  
pay  your  claims  and  run  the  Medicare  Program.  Please  note  that  Medicare  may  not  be  
able  to  agree  to  your  request 

– Ask fo r  a  separate  paper  copy  of  these  privacy  practices  
If  you  want  information  about  the  privacy  rules, call 1- 800 MEDICARE ‐   
(1‐800‐633‐4227).  TTY  users  should  call  1‐877‐486‐2048. 
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 If  you  believe  Original  Medicare  has  violated  your  privacy  rights,  you  may  file  a  
complaint.  
 You  can  file  a  complaint  by: 

Calling  1‐800‐MEDICARE  (1‐800‐633‐4227)  and  ask  to  speak  with  
a  customer  service  representative.  TTY  users  should  call  1‐877‐
486‐2048  or  
Contacting  the  HHS  Office  for  Civil  Rights  at  hhs.gov/ocr/hipaa  or  
by  calling  1‐866‐627‐7748.   TTY  users  should  call  1‐800‐537‐7697      .  

 Your  complaint  will  not  affect  your  benefits  under  Medicare. 
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 Other  relevant  information  and  resources  are  available  to  help  you. 
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 As  people  live  longer,  there  is  a  greater  chance  that  they  may  not  be  able  to  make  their  own  
health care decisions at some point in time Alzheimer s and other diseases affect your ability .   ’   
to  make  health  care  decisions. 
 Making  future  health  care  decisions  is  another  health  care  protection  available  to  anyone,  
not  just  people  with  Medicare.  Check  for  your  state’s  requirements. 
 Advance  directives  are  legal  documents  that  allow  you  to  put  in  writing  what  kind  of  health  
care  you  would  want  if  you  were  too  ill  to  speak  for  yourself.  Advance  directives  most  often  
include;  a  health  care  proxy  (durable  power  of  attorney),  a  living  will,  and  after‐death  wishes.  
 Talking  with  your  family,  friends,  and  health  care  providers  about  your  wishes  is  important,  
but  these  legal  documents  ensure  your  wishes  are  followed.  It’s  better  to  think  about  these  
important  decisions  before  you  are  ill  or  a  crisis  strikes.  
 A  health  care  proxy  (sometimes  called  a  durable  power  of  attorney  for  health  care)  is  used  to  
name  the  person  you  wish  to  make  health  care  decisions  for  you  if  you  aren’t  able  to  make  
them  yourself.  Having  a  health  care  proxy  is  important  because  if  you  suddenly  aren’t  able  to  
make  your  own  health  care  decisions ,  someone  you  trust  will  be  able  to  make these    
decisions  for  you.  
 A  living  will  is  another  way  to  make  sure  your  voice  is  heard.  It  states  which  medical  
treatment  you  would  accept  or  refuse  if  your  life  is  threatened,  e.g.;   dialysis  for  kidney  
failure,  a  breathing  machine  if  you  can’t  breathe  on  your  own,  CPR  (cardiopulmonary  
resuscitation)  if  your  heart  and  breathing  stop,  or  tube  feeding  if  you  can  no  longer  eat.   
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 Another  protection  for  people  with  Medicare  is  the  Medicare  Beneficiary  Ombudsman’s  
office.  The  Medicare  Beneficiary  Ombudsman  works  to  ensure  that  people  with  Medicare  
get  the  information  and  help  they  need  to  understand  their  Medicare  options  and  to  apply  
their  rights  and  protections. 
 The  Ombudsman  may  identify  issues  and  problems  in  payment  and  coverage  policies,  but  
doesn’t  advocate  for  any  increases  in  program  payments  or  new  coverage  of  services. 
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 The  Medicare  Ombudsman  works to make sure the organizations that should help you  
with  your  complaints,  appeals,  grievances,  or  questions  about  Medicare  work  the  way  
they  should  and  respond  to  you  promptly.  
 For  example,  the  Medicare  Beneficiary  Ombudsman  can  help  in  the  following  situations. 

– You need   help  to  file  an  appeal 

– You ha ve  a  problem  joining  or  leaving  a  Medicare  Advantage  Plan  (like  an  HMO  or  PPO)  
or  other  M de ica re  plan,  or  a  M de i  care  P riptition  Drug   Plresc an  

– You ha ve  questions  about  Medicare  premiums  

– You need   help  understanding  your  Medicare  rights  and  protections  

67 



M
e
d
ic
ar
e
 R
ig
h
ts
 &
 P
ro
te
ct
io
n
s 
R
e
so
u
rc
e
G
u
id
e

R
e
so
u
rc
e
s

M
e
d
ic
ar
e
 P
ro
d
u
ct
s

C
e
n
te
rs
 f
o
r 
M
e
d
ic
ar
e
 &
 

M
e
d
ic
ai
d
 S
e
rv
ic
e
s 
(C
M
S)

1
‐8
0
0
‐M

ED
IC
A
R
E

(1
‐8
0
0
‐6
3
3
‐4
2
2
7
)

(
)

(T
TY

1
‐8
7
7
‐4
8
6
‐2
0
4
8
)

M
e
d
ic
ar
e
.g
o
v

M
ed

ic
ar
e
go
v/
b
as
ic
s/
ap
p
e

M
ed

ic
ar
e.
go
v/
b
as
ic
s/
ap
p
e
al
so
ve
rv
ie
w
as
p

al
so
ve
rv
ie
w
.a
sp

cm
s.
go
v/
b
n
i

cm
s.
go
v/
ce
n
te
r/
o
m
b
u
d
sm

an
.a
sp

D
ep

t.
 o
f 
H
ea
lt
h
 &
 H
u
m
an

 S
er
vi
ce
s 
O
ff
ic
e 

o
f 
C
iv
il 
R
ig
h
ts

h
h
s.
go
v/
o
cr
/o
ff
ic
e/
in
d
ex
.h
tm

l
1
‐8
6
6
‐6
2
7
‐7
7
4
8

1
8
6
6
6
2
7
7
7
4
8

1
‐8
0
0
‐5
3
7
‐7
6
9
7
 f
o
r 
T
TY

 u
se
rs

St
at
e
 H
e
al
th
 In

su
ra
n
ce
 A
ss
is
ta
n
ce
 

P
ro
gr
am

s 
(S
H
IP
s)
*

St
at
e
  Q
u
al
it
y
Im

p
ro
ve
m
e
n
t

Q
y

p
 

O
rg
an

iz
at
io
n
 (
Q
IO
)

In
d
e
p
e
n
d
e
n
t 
R
ev
ie
w
 E
n
ti
ty
 (
M
A
 &
 

P
ar
t 
D
 c
la
im

s 
o
n
ly
)

*F
o
r 
te
le
p
h
o
n
e 
n
u
m
b
er
s 
ca
ll 
C
M
S

1
‐8
0
0
‐M

ED
IC
A
R
E 
(1
‐8
0
0
‐6
3
3
‐4
2
2
7
)

1
‐8
7
7
‐4
8
6
‐2
0
4
8
 f
o
r 
T
TY

 u
se
rs

M
ed

ic
a
re
 &
 Y
o
u
 H
a
n
d
b
o
o
k

C
M
S 
P
ro
d
u
ct
 N
o
.  
1
0
0
5
0
)

Yo
u
r M

ed
ic
a
re
 R
ig
h
ts
 &
 P
ro
te
ct
io
n
s

C
M
S 
P
ro
d
u
ct
 N
o
. 1
0
1
1
2

To
 a
cc
e
ss
 t
h
e
se
 p
ro
d
u
ct
s:

V
ie
w
 a
n
d
o
rd
er
 s
in
gl
e 
co
p
ie
s 
at

M
ed

ic
ar
e
go
v

M
ed

ic
ar
e.
go
v

O
rd
er
 m

u
lt
ip
le
 c
o
p
ie
s 
(p
ar
tn
er
s 
o
n
ly
)

at
 p
ro
d
u
ct
o
rd
er
in
g.
cm

s.
h
h
s.
go
v.
 Y
o
u
 

m
u
st
 r
eg
is
te
r
yo
u
r 
o
rg
an
iz
at
io
n
.



 

 

 

 

 

Parts A & B (Fee-for-Service) Process 
Standard Process Expedited Process 

Part A and B (Some Part A only) 

Fiscal Intermediary (FI),Initial 
Decision Initial 

Decision 
Notice of DischargeCarrier, or Medicare

Administrative Contractor or Service Termination 
(MAC) Determination 

Noon the next
120 days to file calendar day 

First FI, Carrier, or Medicare Quality Improvement 
Level of Administrative Contractor Organization 

Redetermination RedeterminationAppeal 
60 day time limit 72 hour time limit 

Noon the next 
180 days to file calendar day 

Second Qualified Independent Qualified Independent 
Level of Contractor Contractor 
Appeal Reconsideration Reconsideration 

60 day time limit 72 hour time limit 

60 days to file 

Third 
Level of 
Appeal 

Office of Medicare 
Hearings and Appeals 

AIC => $130B 

90 day limit 

60 days to file 

Fourth 
Level of Medicare Appeals Council 

90 day time limit Appeal 
for processing 

60 days to file 

Final 
Appeal 

Level 
Federal District Court 

AIC => $1,300B 
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(A) Notifier(s):
 (B) Patient Name:	 (C) Identification Number: 

ADVANCE BENEFICIARY NOTICE OF NONCOVERAGE (ABN)
NOTE: If Medicare doesn’t pay for (D)_____________ below, you may have to pay. 
Medicare does not pay for everything, even some care that you or your health care provider have 
good reason to think you need. We expect Medicare may not pay for the (D)_____________ below. 
(D) (E) Reason Medicare May Not Pay: (F) Estimated

 Cost: 

WHAT YOU NEED TO DO NOW: 
• Read this notice, so you can make an informed decision about your care. 
• Ask us any questions that you may have after you finish reading. 
• Choose an option below about whether to receive the (D)_____________listed above. 

Note:	 If you choose Option 1 or 2, we may help you to use any other 
insurance that you might have, but Medicare cannot require us to do this. 

(G) OPTIONS: Check only one box. We cannot choose a box for you. 

❏❏ OPTION 1. I want the (D)__________ listed above.  You may ask to be paid now, but I 
also want Medicare billed for an official decision on payment, which is sent to me on a Medicare 
Summary Notice (MSN). I understand that if Medicare doesn’t pay, I am responsible for 
payment, but I can appeal to Medicare by following the directions on the MSN. If Medicare 
does pay, you will refund any payments I made to you, less co-pays or deductibles. 

❏❏ OPTION 2. I want the (D)__________ listed above, but do not bill Medicare. You may 
ask to be paid now as I am responsible for payment. I cannot appeal if Medicare is not billed. 

❏❏ OPTION 3. I don’t want the (D)__________listed above. I understand with this choice 
I am not responsible for payment, and I cannot appeal to see if Medicare would pay. 

(H) Additional Information: 

This notice gives our opinion, not an official Medicare decision. If you have other questions 
on this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048). 
Signing below means that you have received and understand this notice. You also receive a copy. 

(I) Signature: (J) Date: 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control 
number.  The valid OMB control number for this information collection is 0938-0566.  The time required to complete this information collection is estimated to
average 7 minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the 
information collection. If you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 
Security Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850.
Form CMS-R-131 (03/08) 	 Form Approved OMB No. 0938-0566 
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Part C (MA) Process 
Standard Process Expedited Process 

Pre-Service: Pre-Service:Initial 14 day time limit Organization 
Determination 

72 hour time limit
Decision 

Payment: Payment requests
60 day time limitA 

cannot be expedited 

First 
Level of 
Appeal 

Health Plan Reconsideration 
Pre-Service: 30 day time limit 
Payment: 60 day time limit 

60 days to file 

Health Plan Reconsideration 
72 hour time limit 
Payment requests 

cannot be expedited 

Second IRE ReconsiderationIRE Reconsideration Automatic IRELevel of 72 hour time limitPre-Service: 30 day limit review if plan 
Payment requestsAppeal upholds denialPayment: 60 day limit 

cannot be expedited 

60 days to file 

Third 
Level of 
Appeal 

ALJ 
Office of Medicare Hearings and Appeals 

AIC => $130B 

No statutory time limit for processing 

60 days to file 

Fourth 
Level of Medicare Appeals Council 

No statutory time limitAppeal 
for processing 

60 days to file 

Final 
Appeal 

Level 

Federal District Court 
AIC => $1,300B 
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Part D (Drug) Process 
Standard Process Expedited Process 

Initial 
Decision 

First 
Level of 
Appeal 

Coverage 
Determination72 hour time limitC 24 hour time limitC 

Second 
Level of 
Appeal 

Third 
Level of 
Appeal 

Fourth 
Level of 
Appeal 

Final 
Appeal 

Level 

Part D IRE 
Reconsideration 

72 hour time limit 

60 days to file 

60 days to file 

60 days to file 

60 days to file 

MA-PD/PDP 
Redetermination 

7 day time limit 

60 days to file 

MA-PD/PDP 
Redetermination 

72 hour time limit 

Part D IRE 
Reconsideration 

7 day time limit 

Medicare Appeals Council 
Expedited Decision 

10 day time limit 

Office of Medicare 
Hearing and Appeals 
ALJ Hearing Decision 

AIC => $130B 

90 day time limit 

Office of Medicare 
Hearing and Appeals 

ALJ Hearing Decision 
AIC => $130B 

10 day time limit 

Medicare Appeals Council 

90 day time limit 

Federal District Court 
AIC => $1,300B 
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Notes:  



_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

Notes:  



THIS PAGE INTENTIONALLY LEFT BLANK
 



E-mail: NMTP@cms.hhs.gov 
Website: cms.gov/NationalMedicareTrainingProgram 

Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Baltimore, MD 21244 




